have the most power. Case managers have been facilitating discharge planning for decades, and they have had successes, but now they must exert their infl uence when it is even more important in how to manage preventable readmissions. Providing comprehensive discharge planning is patient centric, a mandated function, critical to the fi nancial health of the organization, and will have a positive outcome on readmission rates.
THE REGULATORY PROCESS AS IT APPLIES TO CASE MANAGEMENT PRACTICE
There are three steps involved in setting, explaining, and assuring that the rules for compliance are followed (see Table 1 ):
Step 1 : the promulgation of rules (The Social Security Act-SSA);
Step 2 : the establishment of the conditions under which providers such as hospitals work; and Step 3 : a method of assuring that the hospital is following the rule and meeting the conditions of participation (COP).
The delivery of health care services is a highly regulated process, regardless of where patients or benefi ciaries receive services. The regulations are promulgated through a payment structure, meaning that if the Centers for Medicare & Medicaid Services (CMS) pays for a service to a provider, the provider must comply with the mandates of the SSA. The original SSA for hospital services published in 1965 has had several additions that impact practice, including the 1988 SSA §1861(ee) Discharge Planning.
After changes are made to the SSA, the Secretary of Health and Human Services develops a set of COPs that hospitals must follow to provide services to patients and to be reimbursed for those services.
In order for a provider to participate in the Medicare and Medicaid programs, it needs to be accredited, meaning that it has met the minimum standards of the COPs. To do this, hospitals must demonstrate, either to a CMS surveyor or to an outside accrediting organization (AO) , that it meets the basic standards when surveyors evaluate discharge planning processes. There are AOs that provide the accrediting service for hospitals, or hospitals may choose to be accredited by the CMS by requesting a direct survey by an appointed agency, usually a State Health Department. Examples of external agencies with deemed statuses with CMS are The Joint Commission, American Osteopathic Information Association, Healthcare Facilities Accreditation Program, and Det Norske Veritas. Deemed status means that if a hospital is accredited through one of these AOs, they are considered to have met the standards set by the CMS.
Because of all the variety of AOs that survey hospitals, the CMS has established a tool by which the CMS Offi ce of Clinical Standards & Quality/Survey & Certifi cation Group used by surveyors to interpret whether a hospital has met standards in the COPs. This tool is called "Survey Protocol, Regulations and Interpretive Guidelines" (IG). The set being discussed in this article is the one used by surveyors to review specifi cally how hospitals meet the established minimum standards for discharge planning.
WHY DO YOU NEED TO KNOW THESE THREE STEPS?
To be accredited, in other words, stay in business, case managers need to know the regulations and how compliance to the regulations is measured. The CMS tells you exactly what the surveyors will be looking for and how they will collect the information. The IGs outline items related to the specifi c part of the regulations and how surveyors collect information such as through interviews of staff and patients, by observations, by reading discharge planning documentation, and by reviewing the patient's full medical record. In addition, you can take advantage of what the CMS has done during the process of setting standards and developing the IGs to validate that hospitals have met those standards: the CMS publishes proposed rules with a request for comments from clinicians, followed by the CMS response to each and every comment, and then it publishes fi nal rules. The CMS has done the work for hospitals to determine what clinicians, and in particular case mangers, should be doing in discharge planning. As the CMS adds items for surveyors to look at, the items are giving you clues about how to improve your practice and outcomes. In this case, the CMS is telling hospitals what they can do to manage readmissions.
THE ISSUE OF READMISSIONS
The CMS has changed the way hospitals are paid, and part of the new formula is based on a hospital's rate of readmissions. Readmission is defi ned as an admission of a patient to an inpatient service of an acute care hospital who was discharged from an inpatient service of the same or different acute care hospital within the prior 30 days. The prior admission is referred to as the "index hospitalization." In the event that there is more than one discharge from an inpatient service of an acute care hospital within the 30-day period, the index hospitalization is the hospitalization closest in time to the readmission. Readmissions are counted irrespective of the condition causing the readmission or the service discharging or receiving the patient (Readmission Event Description, 2012 ; Readmission User Guide, 2012 ) .
WHAT CMS IS ADDING (PILOTING) TO THE SURVEYORS' INTERPRETIVE GUIDELINE WORKSHEETS RELATED TO READMISSIONS
Surveyors use "predecisional worksheets" as they collect information to determine whether a hospital is meeting the minimum standards. The worksheets, being piloted by the CMS Offi ce of Clinical Standards & Quality/Survey & Certifi cation Group, will provide feedback to the CMS on which of the items will be added as permanent elements in the IGs during FY (Fiscal Year) 2013. A link to the full notice about this pilot project can be found in Table 2 .
This worksheet contains many specifi c items, and some new items that surveyors will be reviewing in relation to discharge planning. There are several new items related to discharge planning in the worksheets, and seven of the items are associated with readmissions that are listed in Table 3 . These items were selected by the authors because they apply to case management departments responsible for discharge planning. These examples will provide actions that may be used to look critically at how avoidable readmissions can be managed. RELATED TO READMISSION IN TABLE 3 3.2 Does the hospital track its readmissions as part of its review of the discharge planning process?
DISCUSSION OF SURVEY WORKSHEET ELEMENTS
When tracking readmissions, it is crucial to determine the events that may have led to the readmission. At the time of the writing of this article, the Agency for Healthcare Research and Quality Common Format program has published a tool titled "Event DescriptionReadmissions" as referenced previously. This tool outlines the types of information that are implicated in avoidable readmissions. Along with patient demographics such as age, diagnosis, and ethnicity, there are specifi c risk assessments items such as from where
Readmission is defi ned as an admission of a patient to an inpatient service of an acute care hospital who was discharged from an inpatient service of the same or different acute care hospital within the prior 30 days.
The prior admission is referred to as the "index hospitalization."
TABLE 2
Predecisional Surveyor Worksheets by the CMS the patient was admitted: emergency department, direct admit, primary care provider, nursing home, or unknown admission route. Knowing where the patient was admitted from is an essential element in planning for subsequent discharge. You can demonstrate that readmissions are being tracked by reviewing the initial nursing assessment done by staff nurses at the time of admission. You may want to consider adding a 15-and 30-day readmission check box on the admission assessment tool to alert clinical nursing staff to investigate whether this admission is a readmission. If a readmission box is checked indicating a readmission, the staff nurse must ask the patient and family for an explanation of the readmission. Why did the previous or index discharge plan fail, and what intervention may be put into place to avoid a recurrence of the same problem that leads to the readmission? This additional information must be documented in the patient's medical record where all clinicians can access the information. Physicians, therapists, social workers, pharmacists, and dietitians need this information at the beginning of a hospitalization.
The nurse manager and the case manager assigned to that unit must discuss and analyze trends staff nurses are fi nding during unit staff meetings at least each month. Make readmissions a standing item on the agenda, and be sure to record the fi ndings in the minutes of the unit-based staff meetings and the minutes of the case management department staff meetings. Information collected by case managers must be combined with data available from the hospital's health information system to identify trends and areas for quality and process improvement.
3.2a Does the assessment of readmissions include an evaluation of whether the readmissions were potentially preventable?
Discharge plans from the index (most recent) readmission may give a clue about how a readmission could have been prevented. When a patient's admission is known to be a readmission, case managers should review the discharge plan from the index admission to determine whether steps could have been taken to avoid the readmission. Following are examples of steps to look for in the index admission:
1. Did the patient have a referral to postacute services or an appointment with his or her primary care physician and a way to get to the appointment? 2. Was there specifi c and complete medication reconciliation? 3. Did the patient receive education with instructions about what to do if his or her condition worsens? 4. Was the patient given an opportunity for teachback related to procedures he or she was expected to self-manage? 5. Were discharge medications obtainable, either by a supply dispensed from the hospital pharmacy or by a paper or electronic prescription sent to the patient's pharmacy?
The Agency for Healthcare Research and Quality Common Formats information on readmissions contains a form that includes specifi c factors that have been known to infl uence readmissions. Key points, or indicators, that may be included in the assessment related to the patient's readmission reasons include such items as whether the patient is homeless or living alone without family/social support or; the patient was scheduled for home care that did not start.
A review of the index admission should determine whether the patient had an adverse event such as a fall, a health care-associated infection, pressure ulcers, or a venous thromboembolism, which should trigger the need for an assessment of risk of readmission.
Other factors to consider: Did the patient have other risk factors that may have been evident at the index admission? For example, risk factors include age greater than 75 years, two or more hospitalizations in the 6 months prior to the index admission, fi ve or more routine prescribed medications, and an index admission length of stay of six or more days. A patient's psychosocial status assessment done in collaboration with the patient's physician and a medial social worker may give some clues to how the patient will manage after discharge. The assessment may reveal factors known to impact readmissions: presence of mental health issues such as depression, active issues of addiction or alcohol misuse or abuse, dementia, or other factors that may infl uence the patient's need for more in-depth assessment. Elderly or compromised patients who have been readmitted within 30 days of a discharge may still be feeling the effect of deconditioning that occurred at the index admission and may be even more troublesome. A reassessment during the stay should also be established for patients who continue to decline (Kleinpell, Fletcher, & Jennings, 2008 ) . Another one of the known adverse events after discharge is "tests pending at discharge." In a 2011 report, about 40% of patients were discharged with test results pending, and a comparable proportion were discharged with a plan to complete the diagnostic workup as an outpatient, placing patients at risk unless timely and complete follow-up is ensured (Waltz, Smith, Cox, Sattin, & Kind, 2011 ) . Case managers, physicians, and nursing staff must be aware of tests that were done and which ones have results that are pending at the time of discharge from the hospital. If a test was done, the results must be reviewed by the ordering physician and communicated to the next care provider. At a minimum, case managers must be aware of how their hospital manages tests pending at discharge and how results are communicated to patients and to the physician(s) responsible for follow-up care.
Hospitals using a standardized hospital-based protocol that involves clinicians responsible for part of the discharge process must share fi ndings with case management staff. In particular, coaches or individuals who call patients after discharge need to give feedback to discharge planners. These types of programs cannot operate outside of case management particularly for patients at risk for readmission.
3.3 If the hospital identifi ed preventable readmissions where problems in the discharge planning process were identifi ed as a possible cause, did it make changes to its discharge planning process to address the problems? Work done in determining whether an admission was avoidable, or whether there were trends in practice that show how a group of discharge plans resulting in readmission, should be used to identify what changes in the discharge planning process can be implemented to prevent a readmission. During the analysis of the cause of the readmission, reviewing documentation of the discharge of the index admission will help identify the cause and what factors should have been.
Reviewing the hospital discharge planning process, including policies and procedures, and comparing what was working for units with lower preventable readmissions with those with higher avoidable readmissions will provide evidence for process improvement. Some examples of targeted areas include the following: Reviewing staffi ng levels and patient ratios based on the needs of the patients in a particular service or on a particular unit. Looking at all functions required of a case manager and the complexity of the patients on a service or unit, and the related readmission rate data can show adequacy of staffi ng ratios. It may also indicate if additional or different types of staff, for example, registered nurse or social worker, are needed to meet the needs of patients.
Discharge planning or case management rounds are a standard in many hospitals, but looking at how they are conducted and what is discussed may lead to opportunities for improvement (Holland & Hermann, 2011 ) . Conduct a systematic review of how rounds are managed to fi nd opportunities for improvement. Ask these questions: Who attends? What types of clinicians are included on the multidisciplinary team? Are different team members needed for different services, such as medicine, neurology, and surgery? Is a pharmacist a member of the team? How are rounds conducted? Are they conducted in a meeting room, or are they done as the team members walk from room to room? Are walking rounds used to provide an opportunity to see, hear, discuss with bedside staff, or even with patients and families? Do representatives from management attend rounds on units with high readmission rates?
A valuable source of information about what possibly caused a readmission is to simply ask case managers and social workers what they see as trends. An open discussion at staff meetings will allow for discovery of anecdotal observations that give clues to patterns and trends that may otherwise go unnoticed.
3.4 Does the hospital have a process for collecting and considering feedback from post-acute providers in the community about the effectiveness of the hospital's discharge planning process?
In addition to calling patients after discharge, a system for follow-up calls to the provider caring for the patient, that is, nurse or therapist at the skilled nursing facility (SNF) or home health agency (HHA), will provide information that can be used to evaluate the effectiveness of the index discharge plan for a patient who was readmitted.
For patients who are readmitted, it is critical to determine whether the next provider received the information and whether it was received in a timely manner. It is critical that hospitals have a mechanism to work with post-acute care providers to determine how to get clinical information to staff responsible for start of care during the workweek, and in particular on weekends or holidays.
Hospitals must develop and use a tracking tool that captures the provider to which the patient was referred. Readmissions should be tracked by specifi c types of post-acute care provider, including all levels of care. For example, a patient who is readmitted, was receiving home health care, or was in a skilled nursing facility, between the index admission and the subsequent readmission, needs to be evaluated to determine whether the readmission resulted because that level of care could not provide the needed services. Ask the question: Is there a pattern of readmissions from one level of care or one particular HHA or SNF?
Case management directors should conduct regular (e.g., quarterly) meetings with administrators from post-acute care providers from home health, skilled nursing facilities. Both the hospital and the post-acute care provider can review readmissions to seek solutions that will benefi t patients in the future. Both sides need to share what is working and what is not working.
Use software technology that can uniformly, accurately, and timely collect data on discharge patterns aligned with readmission patterns. With accurate, timely, and complete data, case managers can analyze available data to drill down to the readmission from a specifi c type of provider or even a specifi c provider.
4.7 For patients admitted from home: Did the evaluation include an assessment of the patient's ability to perform activities of daily living (e.g., personal hygiene and grooming, dressing and undressing, feeding, voluntary control over bowel and bladder, ambulation, etc.)?
Patients readmitted from home without services require more in-depth assessments about their functional status prior to admission. The functional assessment is done not only by discharge planning staff but by nursing, therapists including physical, occupational, speech language, respiratory therapists, social workers, and the patients' physician. Contacting the patient's preadmission primary care physician should be done in collaboration with the patient's admitting physician. This will provide valuable insight into what might not have worked. Case managers should determine whether the patient had an intervening primary care physician or clinic visit from the time of discharge from the index admission to this readmission. If not, why not? If yes, what medical information was discovered and will that help plan a more comprehensive and attainable discharge plan?
For patients admitted from home and who were receiving HHA services, reaching out to the HHA provider is essential. Ask questions about what type of services the patient was receiving at the time of readmission, how long they had been on service, and what possible factors prompted the need for readmission. Ask the patient when services started, what services they used, and which ones were most helpful.
4.12 For patients admitted from a nursing home/ skilled nursing facility/assisted living: Did the evaluation assess whether the prior facility has the capability to provide necessary post-hospital services to the patient (i.e., is the same, higher, or lower level of care required and can those needs be met in that facility?) An initial assessment should capture why there was a failure at the postacute level of care following the index admission. Was the readmission due in part to a decline in the patient's condition, did the patient need services that could not be provided in the prior level of care, or a combination of both? Another factor to investigate was whether the patient needed blood tests, or other diagnostic services, that are not available at an SNF.
A review of the index admission must answer the questions: Was the patient discharged to the appropriate level of care from the index admission? What were the reasons for the transfer to a particular level of care or particular facility? Did the hospital discharge planner know for certain the admission criteria for a specifi c level of care? It takes a great deal of case management skill and knowledge to make the distinction between whether a patient needs SNF care, inpatient rehabilitation facility, long-term care hospital, or inpatient hospice. Was the decision to select a particular level of care based on fi nancial coverage or eligibility? The patient had three acute care days and thus was eligible for SNF coverage, but was it the right level for the patient, and if it was not, did this lead to a readmission? (Birmingham, 2008 ) . Was the subject of hospice or palliative care services adequately explored? Should the case manager have worked with the palliative care team to assist with setting realistic expectations for patients, families, and physicians? (Beresford, 2011 ) .
A possible reason for readmission from a nursing facility, or other post-acute care provider, is that a family member insisted that the patient be sent to the emergency department and, once there, refused to have their family member return to the nursing facility or other level of care. This is an extremely diffi cult situation and one that must be addressed immediately with the attending physician. The case manager in the emergency department must interview the patient and family member to determine whether there is a quality issue with the post-acute care provider or other issues the family has not shared with the provider.
Tracking reasons for readmission, in addition to readmission, diagnosis and evidence of medical necessity for readmission should include a look at numbers and trends from each level of care, trend patterns, and share that information within the hospital department and with post-acute care providers.
4.21c. Pharmacist meeting with patient and/or family/support persons to review medication regimen & 4.21 d. Pharmacist reviewing discharge medication orders prior to hospital departure.
Case managers and nursing staff should require that a pharmacist meet with patients/families to review the medications being ordered for post-acute care, both as a function of medication reconciliation and to prevent adverse events leading to readmission.
This can be better facilitated if the patient's discharging physician has enough information to write discharge medication orders 24 hours prior to discharge. This will allow case managers and pharmacists to discuss cost issues that likely will affect the patient's ability to procure the medication. Patients with limited coverage for high-cost medications may be readmitted because of not being able to pay for a drug and knowing this ahead of time may avert a readmission. Pharmacists, working with the patient's physician, may suggest other, just as effective, options.
WHAT YOU CAN DO TO IMPROVE COMPLIANCE AND OUTCOME FOR YOUR PATIENTS Table 4 on how to use an IRR tool as a process-improvement initiative. Then use the attached IRR Self Audit tool to look at the items in the COP that surveyors will be reviewing.
TABLE 4
How to Use an Interrater Reliability Tool
Explanation of an Interrater Reliability (IRR) Audit
Inter-rater reliability is the extent to which two or more individuals (coders or raters) agree. Interrater reliability addresses the consistency of the implementation of a rating system.
By using an IRR prior to an accreditation visit, items needing improvement will become evident.
This will also help you determine variations in practice among clinicians, or where policies or procedures need to be changed where there are gaps.
Why an IRR Audit is useful Self-assessment is an essential part of determining in fi nding areas needing improvement. By doing an IRR audit, you will be able to collect viewpoints by several clinicians to better identify patterns and opportunities.
How to use the IRR Audit for readmissions Download the IRR audit tool (with permission from the IT department). Assign fi ve individuals in case management, quality improvement, or nursing to complete the audit tool for fi ve patients.
How to score the audit Tabs at the bottom of the Excel tool allow you to score each item as an individual completes the audit. With a minimum of fi ve individuals, with a total of 25 charts, scores can be compared and items where there is a difference of scoring should be reviewed.
Target score
The hospital sets a target score in percentages for the initial audit and then sets a timeline to follow-up and reevaluates the target score percentage goal. For example, the initial audit may have a target score set at 70%, followed by a reevaluation in 30 days for a target score of 80%. Reevaluations continue until 100% compliance is reached.
Timeline for the use of the IRR tool
Staff should have a 5-day window to complete their assigned audits. After 100% compliance is reached, audits should be repeated every quarter to ensure that 100% compliance is maintained.
What the scores mean After the audit is completed, review all scores.
Consistent fi ndings indicate relatively strong compliance to that standard. Inconsistent fi ndings indicate an area needing attention either to reinforce or revise current policies and procedures or to provide education to staff.
7. Provide all clinical staff with education about the process of discharge planning. Case managers can provide incidental teaching during rounds or during patient care conferences. Work with the hospital's staff development department to provide formal in-service programs for clinical staff.
CONCLUSION
Case management is not just a department. It is a vital service that includes discharge planning and as such is the most patient-centric function related to transition management. The CMS is paying attention to how hospitals provide discharge planning and it is an opportunity to improve practice. Case managers know the process, they know transition management, and they know how the post-acute care provider world works. Now they must step up to the table and work with administration, with all clinical staff, with physicians, and with post-acute care providers to set up processes to prevent the avoidable readmission. Hospitals and case management departments must act, not only because of the fi nancial incentives (penalties), but because it is good for patients and their families.
